The condition, however, had much improved, the patient having been put on to less laborious work with opportunities of rest, and she had been taking syr. ferri iodidi since first seen on January 22. There was no history of phthisis and no chilblains, Mit the circulation was below par, exhibiting itself in an erythema marmoratum of the front of legs and bluish hands. DISCUSSION . The PRESIDENT said the case was a very characteristic example of a familiar condition. He exhibited the first typical case he had seen in a girl, aged 14, to the Dermatological Society of London in January, 1890 (before its Proceedings were published), and again in January, 1895,1 when the lesions had ulcerated. Although the nature of the disease was even then quite clearly recognised by dermatologists, his surgical colleagues refused to accept any diagnosis other than that of syphilis. The classical papers on the subject by Hutchinson2 and Colcott Fox8 among British observers, were doubtless well known to all members of the Section, and had popularised expert knowledge of the subject among the profession, by whom it was now almost universally recognised.
Dr. GRAHAM LITTLE said he had at St. Mary's Hospital at present a very similar case, also in a young girl, aged 14, with more numerous lesions, scattered over the front and back of the lower third of the legs. The induration area had materially diminished as a result of rest in bed. This patient had given a marked reaction to a test inoculation of tuberculin, for after the injection of i c.c. of old tuberculin the temperature had risen to 1030 F. ' Brit. Journ. Derm., 1895, vii, p. 28. 2 Arch. of Szrg., 1895 , vi, p. 8. 8 Brit. Journ. Derm., 1893 Case for Diagnosis (? a Tuberculide). By W. KNOWSLEY SIBLEY, M.D.
THE patient was an unmarried servant girl, aged 18, whose parents were living and well. She was the fourth of the family, and had three brothers and four sisters, all of whom were healthy. There was no history of consumption in the family. The disease commenced on the upper lip two years ago, and was stated to have followed a cold, with discharge from the nostrils, after an operation for adenoids. Small dull red papules first appeared on the upper lip; these after a time slowly spread towards the cheeks, and afterwards appeared on the tip of the nose. For some months they had remained more or less stationary, and had never suppurated or broken down and ulcerated.
On examination, there was some slight seborrhoea capitis, and a few small comedones on the face. The papules were very hard to the touch, markedly raised, and were arranged singly and in groups, being especially abundant on the upper lip, and irregularly symmetrical on the cheeks, and on the tip of the nose and the free margin of the alh nasi. They were very prominent and superficial, of a dull red colour, with a yellowish glistening surface, and varied in size from a pin's head to a small pea. Under pressure with a glass they revealed greyishyellow foci. Many of the older ones showed a distinct puckering with a tendency to a central depression and a dilatation of the superficial blood-vessels, with some slight scaling on the surface. A few had disappeared and left small atrophic scars. The whole upper lip was slightly thickened, and there was some excoriation and fissuring of the vermilion. The glands of the neck were slightly enlarged. The von Pirquet reaction was negative on three occasions.
The patient now had an acute attack of lymphangitis of the face. She stated she had previously had a similar attack.
The blood-count was as follows: Red blood cells, 4,800,000 per cubic millimetre; white blood cells, 5,200 per cubic millimetre. (There were no abnormal red blood cells.) Differential leucocyte count as follows: Polymorphonuclear cells, 61V5 per cent.; lymphocytes-large, 7.5 per cent., small, 29'5 per cent.; eosinophiles, 1 per cent.; basophiles, 05 per cent. The count showed a lymphocytosis, and a slight diminution in the polymorphonuclear leucocytes.
Section of small nodule taken from the face: The epidermhis was practically normal, except over the diseased area, where it was very thin and flattened out. In the dermis there was a nodule, which was composed of badly stained endothelial cells, separated by bands of fibrous tissue; there were also a few giant cells present. The whole nodule was more or less surrounded by fibrous tissue. The upper portion of the dermis outside the nodule was infiltrated chiefly with lymphocytes. There were no plasma cells nor mast cells to be seen. The vessels showed a marked dilatation.
DISCUSSION.
Dr. ADAMSON thought the clinical and microscopical appearances were those of a typical lupus vulgaris. The case was a severe form of that type in which there appeared rather suddenly a shower of " apple-jelly" nodules on the skin of the nose and adjacent part of the cheeks, and in which the prognosis was usually very unfavourable. He regarded the swelling of the cheeks and eyelids as due to a secondary streptococcal infection.
Dr. WHITFIELD agreed with Dr. Adamson that this was true lupus, with probably streptococcal lymphangitis. He had a figure of such a case in his book; the patient also had recurrent erysipelas and scattered nodules. His opinion was that the streptococcal lymphangitis spread the disease a little each time it occurred. The scattered type was very apt to be secondary to a primary focus elsewhere, and it would be interesting to know what was the condition inside the nasal cavity. The section seemed to be typical lupus, though he did not know that one could swear to tubercle on microscopical examination only. There were ill-formed giant cells, and, what was characteristic of tuberculosis, commencing degeneration. He considered this case belonged to the endothelial type of lupus.
Dr. DORE asked whether Dr. Sibley had examined the gums, as he thought they were affected with characteristic lupus vulgaris.
Mr. McDONAGH said he considered the case was one of lupus vulgaristhat was to say, a case in which the bacilli themselves were present, in contradistinction to a lesion caused by their toxins. The microscopical section he saw, which the exhibitor had sent to him for an opinion a few weeks previously, was doubtless external to a papule, as it did not show the characteristics of either tuberculous or any other inflammation. One could only say from the section examined that it was from a case of chronic inflammation.
Dr. DOUGLAS HEATH said that while agreeing that this condition was tuberculous, he dissented from the view that it was common to see such superficially set lupus. He agreed that a nodular condition was met with, particularly in lupus of the nose, but in the present case the nodules were more superficial than usual.
